Background and Objectives: This study evaluated the effectiveness of a telephone-based cognitive-behavioral therapy for family caregivers of people with dementia in existing health care provision structures. Research Design and Methods: Two hundred seventy-three family caregivers of people with dementia were randomly assigned to receive the intervention or usual care. Usual care included unrestricted access to community resources. Intervention group participants received twelve 50-min sessions of individual cognitive-behavioral therapy by trained psychotherapists within 6 months. Symptoms of depression, emotional well-being, physical health symptoms, burden of care, coping with the care situation and challenging behavior were assessed after the intervention ended and at a 6-month followup. Intention-to-treat analyses using latent change models were applied. Results: Intention-to-treat analyses showed improved emotional well-being (γ = 9.59, p = .001), fewer symptoms of depression (γ = −0.23, p = .043), fewer physical health symptoms (γ = −0.25, p = .019), improved coping with the care situation (γ = 0.25, p = .005) and the behavior of the care recipient (γ = 0.23, p = .034) compared with usual care. Effects for coping (γ = 0.28, p = .006 and γ = 0.39, p < .001, respectively) and emotional well-being (γ = 7.61, p = .007) were also found at follow-up. Discussion and Implications: The CBT-based telephone intervention increased mental and physical health as well as coping abilities of family caregivers of people with dementia. The intervention can be delivered by qualified CBT therapists after an 8-h training session in existing health care provision structures.
the care recipient's depression, aggression, and sleep disturbances as symptoms that have a negative impact on caregiver burden and depression (Ornstein & Gaugler, 2012) . Behavior problems also predict caregiver decisions to admit relatives with dementia into nursing homes (Chan, Kasper, Black, & Rabins, 2003) , and it is more difficult for distressed caregivers to provide a good quality of care (Christie et al., 2009) . Thus, providing qualified support to sustain family caregiving and improve the health and quality of life for caregivers and people with dementia is a societal task.
Cognitive-behavioral therapy (CBT) and multi-component interventions have the most beneficial effects on dementia caregivers' health-related outcomes (Belle et al., 2006; Brodaty & Arasaratnam, 2012; Gallagher-Thompson & Coon, 2007; Losada et al., 2015; Mittelman, Roth, Coon, & Haley, 2004; Selwood, Johnston, Katona, Lyketsos, & Livingston, 2007) . CBT aims to train individuals to develop both cognitive and behavioral skills for coping with stressful and difficult situations. These features make CBT particularly appropriate for application in the complex and demanding context of family caregiving for the old and very old. Accordingly, cognitive-behavioral intervention programs have proven more effective for family caregivers when compared with psychoeducational interventions or support groups (Pinquart & Sörensen, 2006) . So far, however, only few caregiver intervention studies have focused on improving caregivers' emotion regulation strategies and changing dysfunctional cognitions, although these strategies represent efficient cognitivebehavioral strategies, particularly when treating depressive symptoms (Gallagher-Thompson & Coon, 2007; Losada et al., 2015; Vernooij-Dassen, Draskovic, McCleery, & Downs, 2011) . Such dysfunctional cognitions can include, for example, thoughts reflecting perfectionism in care which prohibit the use of professional or informal support. One important objective of the effective interventions is to encourage caregivers to think more adaptively and to develop more realistic beliefs and goals that facilitate their everyday coping with caregiving demands and their own self-care (Márquez-González, Losada, Izal, Pérez-Rojo, & Montorio, 2007) . Previous studies have demonstrated that changing caregivers' dysfunctional thoughts helps reduce their depressive symptoms and anxiety (Losada et al., 2015; Wilz, Meichsner, & Soellner, 2016; Wilz & Soellner, 2016) .
When developing interventions for caregivers, it should also be noted that many aspects of the disease and the care situation cannot be changed: Losing one's own freedom, sacrificing physical and mental resources, witnessing the care recipient's decline, and negative experiences due to symptoms of dementia are caregivers' constant companions. Managing the negative emotions and cognitions that accompany such difficult experiences can be challenging for caregivers. Acceptance of adverse internal events such as negative emotions and cognitions is one of the main goals of Acceptance and Commitment Therapy (ACT; Hayes, Strosahl, & Wilson, 1999) , a third-wave approach to CBT. One study (Losada et al., 2015) found that ACT successfully reduced dementia caregivers' depressive symptomatology, anxiety, dysfunctional thoughts, and experiential avoidance and increased their leisure activities.
A growing body of literature has also highlighted that caregiver interventions should target caregivers' emotions, particularly stressful emotions such as anger, shame, anxiety, and grief. For example, Noyes and colleagues (2010) argued in their review that the loss of the care recipient is experienced gradually over a long time interval and the resulting predeath grief is equal to or even greater than the stress experienced in postdeath grieving. Predeath grief has been associated with depressive symptoms (Sanders & Adams, 2005) and has been directly related to caregiver burden (Holley & Mast, 2009) . These findings emphasize the need for interventions that also foster caregivers' ability to cope with predeath grief and stressful emotions.
To date, most CBT-based interventions have been delivered in group or face-to-face settings and were thus unavailable for many homebound caregivers. Telephone interventions are an accessible alternative-even for caregivers in rural areas (Forducey, Glueckauf, Bergquist, Maheu, & Yutsis, 2012) . Previous telephone interventions have helped alleviate caregivers' depression, negative mood, and physical symptoms and improved their well-being (Glueckauf & Noel, 2011; Steffen & Gant, 2016; Wilz et al., 2016; Wilz & Soellner, 2016) . In a previous study, we showed that caregivers were equally satisfied with an initial telephone-only session and a face-to-face session (Wilz & Soellner, 2016) .
Despite the many (>200) intervention studies on family caregivers of people with dementia, few programs have been delivered within existing health care provision structures (Burgio et al., 2009; Gitlin, Marx, Stanley, & Hodgson, 2015; Gitlin, Winter, Dennis, Hodgson, & Hauck, 2010; Lykens, Moayad, Biswas, Reyes-Ortiz, & Singh, 2014) . Moreover, only few studies have appropriately fulfilled methodological criteria such as adequate sample size, recruitment of samples of typical caregivers (instead of selected subgroups), evaluation of treatment adherence and competence, homogenous qualification of therapists, use of a theoretically based and empirically evaluated intervention manual, and a long-term followup assessment. To address this research gap, we designed a telephone-only CBT-based intervention concept (i.e., the Tele.TAnDem intervention; Wilz, Schinköthe, & Kalytta, 2015; Wilz & Soellner, 2016; Wilz et al., 2016) delivered by qualified clinical psychologists working in the service context of the Alzheimer's Association as well as a university outpatient clinic. The intervention aimed to help caregivers cope with the challenges of dementia care (i.e., changing dysfunctional thoughts, managing stressful emotions, accepting losses and unchangeable situations, improving self-care, and enhancing beneficial activities). We incorporated CBT strategies such as cognitive restructuring, problem-analysis and problem-solving, emotion regulation strategies, psychoeducation, and interventions for acceptance and coping with loss and grief.
In the randomized controlled trial (RCT) reported here, a CBT-based telephone intervention implemented in established care provision structures was compared to usual care. We hypothesized that at the end of the 6-month intervention (main study endpoint), participants of the Tele. TAnDem intervention would report fewer symptoms of depression and physical symptoms and a lower burden of care, as well as higher well-being than the control group. We also investigated long-term effects at 12 months after the baseline assessment.
Research Design and Methods
Study Design, Setting, and Participants
The study was a nonblinded parallel RCT with two arms (equal allocation ratio): The Tele.TAnDem intervention in a telephone setting (TEL) and a control group (CG). Initially, a third arm in which the intervention was offered in a face-to-face setting was included for comparison with the telephone setting (Soellner, Reder, Machmer, Holle, & Wilz, 2015) . Soon after starting the recruitment, it became evident that only a small number of caregivers could regularly attend face-to-face sessions, for instance, because they lacked access to alternative supervision for the care recipient. As continuing with the original study design would have resulted in high drop-out rates, it was decided to continue the face-to-face condition as a nonrandomized arm. The present article compares TEL with usual care and thus reports the results from the two randomized arms. Additional details on the Tele.TAnDem study protocol have been published elsewhere (Soellner et al., 2015) .
Participants were family caregivers who were primarily responsible for the home-based care of a person with dementia (PwD). A medical practitioner must have confirmed the diagnosis of dementia and the PwD must have demonstrated at least mild cognitive impairment. Exclusion criteria were ongoing psychotherapy, severe physical illness, or a diagnosed psychiatric disorder of the caregiver. Participants were recruited across Germany between June 2012 and November 2013 via newspapers and cooperating institutions.
Three assessments were conducted by trained interviewers: Pre-intervention (baseline, T0), postintervention (6 months after baseline, T1), and follow-up (12 months after baseline, T2). After the baseline assessment, we randomized participants separately by gender using a random number generator. The trial was approved by the Ethics Commission of the Friedrich Schiller University Jena, Germany.
Procedure
Participants were screened for eligibility and enrolled in the study after they contacted the study center (Friedrich Schiller University Jena). Those that were eligible received a study information package. Written informed consent was obtained and the initial assessment (T0) was conducted. After randomization by the evaluation center (University of Hildesheim), participants received either the intervention (TEL) or care as usual (CG). Both groups received written information material about dementia and caregiving. The CG received 40 Euro for participation.
Sample
Sample size was calculated based on an expected small to medium intervention effect. It was estimated that 164 caregivers were needed to complete the trial with a two-group between and within (three measurements) design, an α of .05, and an estimated power of .80. Because we expected high dropout rates, we aimed to enroll at least 236 persons.
In total, 543 family caregivers indicated interest in the study (Figure 1 ). Participation in the face-to-face intervention was possible for 49 persons assigned to this group. The remaining participants who met the inclusion criteria and gave written consent (N = 273) were randomized to the TEL group (n = 139) or CG (n = 134). Thirty-six (18 TEL, 18 CG) caregivers dropped out between the baseline and postintervention assessments, and another seven caregivers Reasons: no time (n = 6), death of person with dementia (PwD; n = 2), found help elsewhere (n = 1), no energy for the intervention (n = 1), intervention too burdensome (n = 1), institutionalization of PwD (n = 1), no supervision for PwD during intervention (n = 1), own illness (n = 1), no information provided (n = 3), not reachable (n = 3). Reasons: being in the control (n = 9), own illness (n = 3), death of participant (n = 2), death of PwD (n = 3), PwD in hospital for longer (n = 1), institutionalization of PwD (n = 1), no information provided (n = 1), not reachable (n = 3).
(2 TEL, 5 CG) dropped out between the postintervention and 6-month follow-up assessments.
At baseline, caregivers had a mean age of 64.10 years (SD = 11.04, range: 23-91) and were predominantly female (n = 220, 80.6%). Most caregivers were taking care of a spouse (n = 165, 60.4%) or parent with dementia (n = 104, 38.1%). On average, caregivers had been providing care for 4.89 years (SD = 3.68, range: 5 months-19 years), and the majority (n = 218, 79.9%) were living with the care recipient. Care recipients had a mean age of 78.76 years (SD = 9.35), and 51.3% (n = 140) were female. The largest group had been diagnosed with Alzheimer's disease (n = 123, 45.2%), and most were in the moderate (n = 105, 38.5%) or severe (n = 101; 37%) stages of dementia (Table 1) .
Intervention
Across all therapy sessions and without exceptions, the intervention entailed the application of telephone-based cognitive-behavioral techniques specifically adapted for family caregivers Wilz & Soellner, 2016) . Specifically, trained psychotherapists provided 12 (50-min) therapy sessions of individual CBT within six months. The first four sessions took place at weekly intervals, six further sessions followed at biweekly intervals, and the two last sessions at monthly intervals. The standardized and manual-based intervention consisted of 10 different therapy modules which could be used and combined by the therapist according to the individual needs of each participant:
1. Basic elements: Basic elements cover creating a therapeutic alliance, structuring each session, and handling crises. 2. Problem analysis: Therapists conduct an individual problem analysis to identify the participant's main problem areas in the caregiving situation and individual therapy goals. 3. Psychoeducation: The therapist provides information on caregiving and/or the disease of the care recipient to help the participant handle the caregiving situation as well as supporting their understanding and accepting the consequences of the impairments. 4. Strengthening problem solving abilities: Coping with challenging behavior of the care recipient: Through problem-analysis, behavior analysis, and problem-solving training, therapists instruct and support the participant's individual problem-solving process. 5. Changing dysfunctional cognitions: Through Socratic dialog and guided discovery, therapist and participant work out alternative and more helpful ways of thinking as well as possibilities to test these alternative thoughts and transfer them to real life. 6. Increasing the use of informal and/or professional support in care: Possibilities of professional and informal help are addressed. The process of allowing and accepting help is discussed, mostly using the CBT strategy of cognitive restructuring. 7. Coping with change, grief, and loss: Central topics are coping with changes caused by the disease, the loss of the personal relationship and the resulting feelings of grief. Emotion-based coping-strategies, acceptance of the illness and its resulting changes, as well as experiences of loss are discussed. The intervention's effectiveness on improving caregivers' ability to cope with change, grief, and loss has been evaluated in a separate analysis (Meichsner & Wilz, 2016) . 8. Self-care, creating value-based activities: Potential incentives for self-care are increased through the use of a weekly diary to demonstrate the link between positive activities and mood, creating lists of health-promoting activities, planning activities, and promoting their implementation. Furthermore, the therapist also focuses on helping the participant to accept negative feelings like guilt while increasing value-based behavior. Severity of dementia was measured using the Global Deterioration Scale (Reisberg, Ferris, de Leon, & Crook, 1982) . All group differences were non-significant (all p > .050). c Caregivers did not know or were unsure which type of dementia was diagnosed.
Stress-management and emotion regulation strategies:
Accepting anger as a normal emotion, finding distance to stressful feelings to analyze situations, developing emotion regulation strategies, working on the general tension level. 10. Evaluation: Therapist and participant discuss achieved changes and goals and the participant's plans for the future.
Throughout the duration of the intervention, therapists motivate participants to apply the achieved changes in behavior and thinking in their everyday lives. The Tele.TAnDem therapists flexibly applied a combination of various CBT and ACT strategies in each therapy session in the same manner as experienced CBT specialists. Different therapeutic strategies could be combined to address a single problem. For example, when helping caregivers to cope with the care recipient's challenging behavior, the therapists typically used a variety of strategies such as problem analysis, psychoeducation, cognitive restructuring, emotion regulation, and work on acceptance. In the first sessions, each therapist defined one to three individual therapy goals with the caregiver. Depending on the individual problems and therapy goals, the therapists then chose adequate therapeutic strategies. As specialists in CBT, the Tele.TAnDem therapists used their knowledge about the best approach for the respective problem situation or burdensome emotion when selecting therapy modules and strategies. While the manual allowed flexible use of modules and strategies, the number of sessions and their duration was identical for each caregiver. As Schulz, Czaja, McKay, Ory, and Belle (2010) recommended, detailed information about the content, structure, and delivery methods of the intervention strategies were given in the manual along with examples of therapeutic dialogs. The therapists did not add new topics or content; all possibly relevant aspects were described in detail in the manual.
Intervention Implementation
The intervention was delivered by 15 clinical psychologists (93.34% female, age: M = 31.47, SD = 4.17) with a mean clinical experience of 4.27 years (SD = 3.41). All therapists had either completed or nearly finished the German 5-year postgraduate cognitive-behavioral psychotherapy training program. All therapists attended an 8-h workshop as preintervention training (primary topics: dementia, dementia care, and the Tele.TAnDem manual; Wilz et al., 2015) and received regular supervision.
Thirty-six percent of the therapies (n = 50) were conducted by therapists from the inpatient clinic of the Friedrich Schiller University. The rest were conducted in a routine care setting: 42% (n = 58) at the German Alzheimer's Association in Berlin and 22% (n = 31) at the regional chapter of the Alzheimer's Association in Munich.
All sessions were monitored based on detailed intervention documentation (i.e., date, duration, content, applied techniques, homework assigned, and quality of the therapeutic relationship) and were audio-recorded. Four independent judges qualified in CBT rated 25% (n = 41 sessions; randomly selected) of each therapist's audiotaped sessions for treatment adherence and competence. Therapist competence was assessed with a version of the Cognitive Therapy Scale that was modified for caregivers (CTS; Schinköthe & Wilz, 2014; Weck, Hautzinger, Heidenreich, & Stangier, 2010) . Therapist adherence was assessed with a specific adherence scale for CBT with caregivers (Schinköthe & Wilz, 2014) . Expert ratings of audiotaped sessions according to comprehensive measurements for adherence and competence allowed for a sound evaluation of treatment integrity.
Instruments

Primary Outcomes
Symptoms of depression were measured with the German Version of the Center for Epidemiologic Studies Depression Scale (Hautzinger, Bailer, Hofmeister, & Keller, 2012) . The scale showed high internal consistency (Cronbach's α = .89 to .92) and a high positive correlation with the Beck Depression Inventory (r = .89; Hautzinger et al., 2012; Hautzinger, Bailer, Worall, & Keller, 1995) .
Emotional well-being was measured with a visual analogue scale ranging from 0 (I am in a very dark mood) to 100 (I am in a very joyful mood). The scale was developed in a previous study by our group (Wilz & Soellner, 2016) and was found to be sensitive to change as well as highly accepted and easy to answer by study participants.
Physical health symptoms were assessed by the Gießen Body Complaints List (Brähler, Hinz, & Scheer, 2008) , which measures 24 physical symptoms. Participants responded using a scale from 0 (not at all) to 4 (strongly). Cronbach's α for all subscales (i.e., fatigue, gastric disorders, rheumatic pains, and heart trouble) is satisfactory with values ranging from .75 to .94. High positive correlations with, for example, the somatization subscale of the Symptom Checklist-90-R demonstrate the convergent validity of the scale (Schlagenhauf, 2003) . Burden of care was measured with a visual analogue scale ranging from 0 (I do not feel burdened) to 100 (I feel highly burdened).
Additional Outcomes
Coping with burden of care [single item: "How well are you able to cope with the care situation?," 0 (very badly) to 4 (very well)] and coping with challenging behavior (e.g., aggressiveness, agitation) of the person with dementia ("How well are you able to manage these behavioral problems?" 0 (very badly) to 4 (very well); single item included in the German version of the BEHAVE-AD; Collegium Internationale Psychiatriae Scalarum, 2015; Reisberg et al., 1987) were included in the post hoc analyses. For more details on outcomes, see study protocol (Soellner et al., 2015) .
Statistical Analyses
Data were analyzed with SPSS version 22.0 (IBM, Corp., Armonk, NY) and MPlus Version 7.0 (Muthén & Muthén, Los Angeles, CA). All analyses were intention-to-treat analyses. To test for an intervention effect, we employed latent variable structural equation models, which have the benefit of (a) explicitly accounting for measurement error, (b) allowing tests of measurement invariance, and (c) allowing to deal with missing values through full information maximum likelihood estimation. Latent change models [also known as true change models, latent difference models (Geiser, 2012; McArdle, 2009) or latent difference score models (Dicke et al., 2014) , Figure 2 ] were applied to our longitudinal data, independent of the number of indicators. Group (CG = 0, TEL = 1) predicted mean latent change compared to baseline (ΔT1-T0; ΔT2-T0). Because participants were randomized stratified by gender, gender was included as covariate at T0. The unstandardized path coefficient (γ) represents the mean difference between the intervention and control group (Werheid, Köhncke, Ziegler, & Kurz, 2015 (Cohen, 1988) .
The model fit was evaluated using the following goodness-of-fit indices: comparative fit index (CFI), Tucker-Lewis index (TLI), and root mean square error of approximation (RMSEA). A model with acceptable fit should yield a CFI and a TLI ≥0.90, and a RMSEA ≤0.08. Good fit is indicated by a CFI and a TLI ≥0.95, and a RMSEA ≤0.05 (Little, 2013) .
Multiple indicator models were used for symptoms of depression and physical health symptoms. The items measuring symptoms of depression were parceled according to the balancing approach (Little, 2013) . The item with the highest mean item-scale correlation over time was paired with the item with the lowest mean item-scale correlation over time. The items assessing physical health symptoms were parceled according to the subscales of the Gießen Body Complaints List. For reasons of identification, three parcels were specified unless a different number of parcels was required for theoretical reasons. For scale setting, the fixed factor method was used. Residual covariances were specified between the indicators measured at the different time points (T0, T1, T2). Thus, for every indicator, three residual covariances were estimated freely.
As measurement invariance is necessary to conduct and interpret analyses involving longitudinal multi-group data, measurement invariance levels (i.e., configural, weak factorial, and strong factorial) were tested simultaneously across time and study groups before intervention effects were analyzed. For our analyses, data had to be at least strongly factorially invariant (i.e., the loadings and intercepts of indicators fixed to be equal). Partial invariance (i.e., invariance of the majority of indicators with free estimation of the variant parameters) was considered if the model fit was not deemed satisfactory. Levels of invariance were deemed acceptable if the CFI difference was ≤0.01 (Cheung & Rensvold, 2002) .
Single indicator models were used for emotional wellbeing, burden of care, coping with the care situation, and coping with behavioral problems. The loadings were fixed to 1 and the residual variances to 0 to allow specification of latent variables.
Results
Compared with representative German community samples, caregivers in the present study reported more symptoms of depression (t = 15.96, p < .001; present study: M = 22.49, Figure 2 . Latent change model to evaluate the intervention. T0 = baseline assessment; T1 = postintervention assessment; T2 = 6-month follow-up assessment. SD = 9.62 vs community sample aged >50 years: M = 13.2, SD = 9.6; Hautzinger et al., 2012) and more physical health symptoms (t = 7.49, p < .001; present study: M = 25.62, SD = 13.94 vs community sample aged >60 years: M = 19.3, SD = 13.2; Brähler et al., 2008) . Burden of care was high (M = 72.68, SD = 19.02, range: 0-100), and emotional well-being was low (M = 48.02, SD = 23.40, range: 0-100). Scale means of outcomes are shown in Table 2 by intervention group and measurement point.
Treatment Implementation and Treatment Integrity
One hundred thirty-six (97.84%) of the 139 caregivers of the intervention group completed between 10 and 12 sessions, and only two caregivers (1.44%) completed fewer than four sessions.
Intercoder reliabilities were satisfactory for both the adherence and competence scales. Cohen's κ for the items of the adherence scale ranged between .30 and 1.00; most achieved a Cohen's κ > .60. The mean intra-class correlation for the items of the competence scale was .82. Results of the ratings indicated that all therapists adhered to the intervention manual. Competence in applying CBT techniques was also rated as high (M = 2.44, SD = 0.55, range: 1.61-3.00 on a scale from 0 (very low competence) to 3 (very high competence).
Outcomes
Strong factorial measurement invariance was determined for all multiple indicator constructs (i.e., symptoms of depression, physical health symptoms; Table 3 ). All model fits for the latent change models with group as predictor are reported in Table 4 .
Emotional Well-being At T1, participants of the TEL intervention had a higher emotional well-being than the CG (γ = 9.59, p = .001, Cohen's d = .373). This effect persisted at T2 (γ = 7.61, p = .007, Cohen's d = .303).
Symptoms of Depression
At T1, symptoms of depression decreased for participants of the TEL intervention compared with the CG (γ = −0.228, p = .043, Cohen's d = .258). At T2, there was no difference between both groups regarding symptoms of depression (γ = −0.175, p = .180, Cohen's d = .172).
Physical Health Symptoms
Participants of the TEL intervention reported fewer physical symptoms at T1 than participants of the CG (γ = −0.251, p = .019, Cohen's d = .329). At T2, there was no difference between both groups (γ = −0.009, p = .943, Cohen's d = .010).
Burden of Care
Participants of the TEL intervention experienced a burden of care similar to that of CG participants at T1 (γ = −1.36, p = .607, Cohen's d = .064) and T2 (γ = −1.36, p = .650, Cohen's d = .060). As post hoc analyses for burden of care, we analyzed coping with the care situation and the behavior of the PwD. Participants of the TEL intervention were 
Discussion and Implications
It should be noted that caregivers in this diverse German sample reported more symptoms of depression and more physical symptoms than the noncaregiving general population (Brähler et al., 2008; Hautzinger et al., 2012) . These findings highlight the importance of providing support for the caregiving population. At the end of the intervention, caregivers in the intervention group showed improvements with regard to their well-being, symptoms of depression, physical symptoms, and ability to cope with the burden of care and the care recipient's challenging behavior. These results are in line with the controlled multi-component REACH II trial, which included 12 sessions and led to improvement in caregivers' symptoms of depression, quality of life (Belle et al., 2006) , and perceived health at postintervention (Basu, Hochhalter, & Stevens, 2015; Elliott, Burgio, & DeCoster, 2010) . However, most of the sessions in the REACH II intervention were conducted face-to-face in the caregivers' homes (nine home visits and three telephone calls) and were thus time consuming. Our results are also in line with the recent studies of Tremont and colleagues (2015) and Steffen and Gant (2016) and demonstrate that interventions delivered by telephone alone are equally effective. Most other randomized controlled intervention studies demonstrated effects on either a single health-related outcome (Akkerman & Ostwald, 2004; Buckwalter, Stolley, & Farran, 1999; Mittelman et al., 2004) , or only for subgroups of participants (e.g., Belle et al., 2006; Winter & Gitlin, 2006) . In contrast, the Tele.TAnDem intervention yielded effects across a range of outcomes (i.e., mental and physical health and coping abilities). A separate analysis has also demonstrated positive long-term effects on caregivers' ability to cope with grief, loss, and change (Meichsner & Wilz, 2016) .
Like many other intervention studies (Cheng, Lau, Mak, Ng, & Lam, 2014; Corbett et al., 2012; Pinquart & Sörensen, 2006; Tremont et al., 2015) , we did not find any differences between the intervention and control group with regard to the burden of care. In light of the ongoing and mostly increasing demands of dementia caregiving over time, a constant or even rising overall burden can be expected, despite an otherwise successful intervention. To date, it remains unclear whether improved coping with the care situation necessarily affects caregivers' perception of burden (i.e., whether it remains a high burden but becomes easier to cope with). Note: RMSEA = root mean square error of approximation; CFI = comparative fit index; TLI = Tucker-Lewis index; PwD = person with dementia.
At the 6-month follow-up, caregivers who received the TEL intervention still showed higher well-being and better coping with the burden of care and the care recipient's challenging behavior than the control group. Considering that most caregiver intervention studies without booster sessions or continuous support (e.g., Mittelman et al., 2004) could not demonstrate long-term effects (Brown, Coogle, & Wegelin, 2016; Connell & Janevic, 2009; Steffen & Gant, 2016) , the sustained effects represents a promising result. Effects regarding symptoms of depression and physical health symptoms, however, were not sustained. The findings therefore point to the need for booster sessions and the availability of therapeutic contact in critical situations, especially in light of the fact that the dementia care situation is characterized by continuous changes and deterioration, and that many caregivers experience increased physical comorbidity as a result of old age. To date, only the study of Losada and colleagues (2015) has been able to demonstrate a sustained decrease in depressive symptoms at the 6-month follow-up for caregivers who participated in a CBT intervention.
The thorough and precise evaluation of treatment integrity revealed good adherence and excellent competence ratings for all 15 therapists. These results are especially meaningful because they demonstrate that qualified CBT therapists working in different regions across Germany were able to effectively apply the principles of the Tele. TAnDem manual (with a minimum training of 8 h) within the framework of existing services such as the Alzheimer's Association.
Content analyses of the supervision and therapy session protocols indicated that, on average, three to five modules were applied along with their respective therapeutic strategies per session. This flexibility had no influence on the duration of the sessions. The amount of homework that was assigned varied depending on the necessity and the possibilities of the caregiver.
The flexibility of the Tele.TAnDem CBT intervention is in line with the recommendations made by Zarit, Lee, Barrineau, Whitlatch, and Femia (2013) and Schulz and colleagues (2010) who emphasized the need to provide more tailored and adaptive interventions to meet the heterogeneous needs of family caregivers. As Zarit and colleagues (2013) suggest, instead of following every step of a manual, it is important that therapists use a manual flexibly and decide which strategy would be helpful in a given situation and depending on the needs of a particular client. Even for psychotherapy in general, Barber and colleagues (2006) suggested that moderate levels of adherence are optimal since high adherence might reflect a lack of flexibility to accommodate the individual needs of the patient. Regarding therapeutic competence, James, Blackburn, Milne, and Reichfelt (2001, p. 133) highlight that "…a competent therapist should be able to adapt therapy flexibly and responsively…."
A flexible approach also corresponds well with the way cognitive-behavioral therapists work, because these professionals would not exchange their usual procedure for a rigidly structured manual. Qualified cognitive-behavioral therapists in the present study had no difficulties understanding and using the written Tele.TAnDem manual. In sum, the results indicate that the Tele.TAnDem intervention provides a concept that could be disseminated and implemented in real-world settings and therefore it fulfills an important requirement for caregiver interventions (Burgio, Gaugler, & Hilgeman, 2016) .
Limitations
The present study compared the effects of an intervention with usual care and did not include an attention control condition. However, a meaningful attention control group was included in our previous short-term (seven sessions) trial, and results showed that the CBT-based short-term Tele.TAnDem intervention was more effective than a relaxation training equivalent in number of sessions and duration (Wilz & Soellner, 2016) . Based on these results, it was not deemed necessary to again include an attention control condition in the present trial.
Participants could not be blinded, thereby increasing the likelihood of biased self-reporting. Interviewers could also not be blinded, thereby making interviewer induced bias a possibility at T1 and T2. We could, however, preclude interviewer bias at T0 because participants were randomized after baseline.
Study strengths include a large and diverse sample with adequate statistical power, advanced statistical analyses using latent change models accounting for measurement error and missing values, homogenously qualified and trained psychotherapists, evaluation of treatment integrity by four independent and expert raters, trial organization and evaluation at different study centers, inclusion of a longterm follow-up, and delivery in usual support structures.
Conclusions
The findings demonstrate that the CBT-based Tele.TAnDem intervention delivered via telephone is helpful for family caregivers of people with dementia. The intervention is easy to implement within existing health care provision structures with only 8 h of training for qualified CBT therapists. The high compliance rate and the low drop-out rate (for this clientele) support the acceptability and usefulness of the intervention.
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